mind-body skills but of guiding her with counseling, cognitive-behavioral methods, and exercises (eg, expressive writing) to help her manage the stress associated with her finances, work, and the illness itself. (Ideally, this professional could fulfill both psychotherapist and mind-body clinician roles.) If she were interested, I would refer her to a bodywork practitioner who used either bioenergetics, craniosacral work, acupressure, or somato-emotional release to help her integrate emotional experience. Such a bodyworker or acupuncturist could address the underlying energy (Qi) stagnation evident in her TCM diagnostic workup. If she was open to such a discussion, I would also inquire about her spiritual or religious life, 17 because spiritual practice has been shown to help maintain wellness, and because it offers the prospect of a deeper healing even in the absence of physical cure.
Although her integrative treatment plan would be challenging and at times complex, she would be aided greatly by the guidance of her integrative "team," which would ideally include a medical oncologist, integrative care specialist, nutritionist, bodyworker, psychotherapist and/or mind-body clinician. In my role as Cancer Guide, I would refer her to some of these providers; offer research enabling her to make informed decisions in partnership with these providers; collaborate with her to make sure that her treatment plan reflects her goals, needs, and values; help her to focus and simplify her choices so they don't become overwhelming; and offer my advocacy and emotional support whenever it is needed.
Although this patient's condition is quite serious, I would communicate my belief that such a multileveled, integrative treatment plan offers the promise of disease stabilization or regression, which could conceivably prolong her survival and enable her, eventually, to benefit from one (or more) of the experimental cancer therapies currently being tested. I would speak to her of "hope without illusions," a more realistic and compassionate approach than the still fashionable preoccupation in medical circles with "false hope." 
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Pastoral Counseling Analysis
In dealing with a 51-year-old female with Stage IV carcinoma of the breast, with metastases to the skeleton, I would look first at some of her basic background, medical, family, and social dynamics. I would first address her emotional frame of mind with regard to having a recurrence of breast cancer and having gone through a radical mastectomy. The initial goal is to learn about her emotional state of being, her sensitivities about the recurrence and the prospect of yet more intensive medical treatments.
Initially, I would sit down with her and allow her to tell me how is she doing mentally, emotionally, and spiritually. Her response to the disease will be strongly affected by the kinds of support she has. The history indicates that she has been married for 21 years and that her husband is loving and compassionate. It is good news that she has a supportive husband; however, the psychodynamics here would involve her concerns about his feelings at this point. She has already lost a breast. It would be important to look into what is important to her husband in terms of her changed physical appearance and how this has affected their marriage, sexual relationship, and support from him.
I would then endeavor to assess her spiritual foundation, her core belief system. Here is a relatively young woman looking at a metastasized cancer that she had to deal with some 10 years previously. I would look at her spiritual sources of support. Does she belong to a church? Does she belong to a women's support group, a breast cancer group, or perhaps a prayer group? How much of that is truly supporting her? Her response and initial reaction now is probably much different from her reaction after the diagnosis 10 years earlier. At her age, she may be having more serious thoughts of mortality. She may be asking herself, "How much time do I have left? Will my cancer progress further?" We would then sit down and talk about these issues of mortality, as well as her spiritual being, how she defines herself spiritually. The goal would be to establish a foundation and belief system that would help support and stabilize her internally as she prepares to go through further treatment.
Thus, the first focus of conversation would be on her sexual well-being and the dynamics of her relationship with her husband in terms of how he is responding to her and how that makes her feel. The second focus of conversation would be her core belief system, which will be needed to support and guide her through what will be a very difficult process.
It would next be important to explore her more extended circle of support. I see that she has a loving relationship with her sisters, which is extremely important since they are of the same gender, and because breast cancer has affected other family members previously. How much support can she get beyond her husband? How close is she to those family members and how much will they be a factor in her support in the days, weeks, and months to come?
Because she has a history of breast cancer, there are several dynamics going on. She's a veteran. This isn't the first time she's having to deal with the shock of having breast cancer. Although this would seem to be a positive in many regards, making her more resilient toward the diagnosis, it is also possible that she could respond negatively. She may be thinking, "I thought that I had gone through this and gotten over it." The issue now concerns how much she is being affected by having to deal with this a second time. She had a radical mastectomy and she may feel disfigured. How much of a loss of control would she feel in hearing that she now has a metastasis? How would this affect her sensibilities toward a new round of treatment with whatever options may be open to her? How will she begin to feel empowered to go through the entire treatment process?
We then begin to triage and work through a whole new set of issues from a pastoral care standpoint. We discuss issues of faith to support her in finding the inner strength, the courage to say to herself, "I can do this. It doesn't seem fair that I should have to go through this a second time, but I've done it before and I know I can do this." In many ways, we create a framework to help her deal with the disease experience and her own identity. She then responds to the situation by tapping into the insights she has gained from our conversation, and using her known sources of support. Keep in mind that she may respond any number of ways to her disease. She may be depressed and anxious, or she may be fiercely focused and ready to attack her disease. Most people are seriously traumatized when they have a recurrence. It's as if a mountain has fallen on them. Others are relentlessly stalwart; for them, the previous experience of cancer works to their benefit.
In general, I try to give patients hope, because they are usually getting the opposite. Many health professionals have spoken of their concerns of giving people false hope. I do not think this concern is valid. Consider what hope means from the cancer patient's perspective. Most patients in the orthodox oncology setting are already receiving too much negativesounding information, too many messages (albeit perhaps medically correct) that tend to take away hope.
If caregivers do not consciously provide hope, patients feel isolated and abandoned. Here's an apt metaphor. Many people have experienced running out of gas or having some kind of mechanical problem while driving in the car and getting stranded on the highway. If you're without a cell phone (the case for most people until quite recently), you're out in the middle of nowhere. You're trying to get someone's attention to stop and at least check to see if you're okay. When you have car after car whiz by and not even look your way, it is the most empty and sickening feeling. You feel abandoned and totally left to your own devices. People who are dealing with cancer or any other serious illness are in effect saying, "Even if my situation seems grim, at least stop off the side of the road and see if there's something you can do for me." This is not false hope. It is a humane dignity that every patient wants to be extended, no matter how grim or daunting their medical circumstances may be. A physician may honestly say, "Look there's nothing else I can do for you. Go to Disney World and have a good time. When you get back, get your affairs in order." I don't think there's a human being that truly appreciates having this said to them unless the physician also says, "But I am willing to do whatever you feel is necessary. If there's an opportunity for some things to be done, we'll work with you. We'll attempt to do some things to help you." We have seen amazing things happen to patients when they're not just given up on. This is why I cannot embrace the concept of false hope.
Many people have different religious and spiritual orientations, so it is important for me to be sensitive to those. Before the 1990s, this was an uncomfortable subject. It was assumed that a pastor could not talk about different religious perspectives or different approaches to spirituality. It was assumed that no communication about these matters could be conducted unless the pastor, chaplain, or minister was clearly aligned with the same religion as the patient. The whole concept of spirituality has blossomed over the past decade. Now people are more likely to see the chaplain as someone who can work with a person no matter what the person's religious ties may be. Spirituality is no longer a taboo subject, one that can only be broached behind the closed doors of one's own religious institution. This allows people to have freer access to spirituality, particularly within the framework of the health care environment.
Returning to the breast cancer case, it is extremely important to try to get inside the patient's head to see how she sees herself, how she would like to be perceived, and how she would like to be supported spiritually. This allows her to move through diagnosis and treatment more effectively. I would ask her whether she had certain experiences she still wants to have, certain projects to pursue or friendships she wants to cultivate. Even though cancer patients may feel settled in who they are and how they look, they begin asking the deeper questions when they confront their own mortality. They may be asking, "Is this all there is?" We need to investigate what is her perception of life at this point in time, and how does she need to feel supported-not only as a cancer patient, but as a woman, as a wife, as a business person. Who she is should not be defined by her diagnosis. Nor should her disease nullify who she is in life and as a person. Who she is as a person should be celebrated and nurtured in ways that give her a sense of value, dignity, and purpose. We should aim to nurture her through the entire process of treatment and after treatment.
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Integrative Physician's Perspective
Medical Oncology
Dr Boasberg has provided a valuable analysis of this case. He appropriately points out the necessity for a full staging of the patient at this time. We agree with his comments that if primary resistance to Adriamycin and Cytoxan were observed, taxane therapy would be appropriate. We would add that melatonin 1 and fish oil 2 have demonstrated in vitro abilities to sensitize multidrug resistant tumor lines to the effects of chemotherapy. While Boasberg is correct that neoadjuvant therapy has not yet shown positive survival benefits in randomized trials, there is growing interest in this strategy due in part to recognized mechanisms of how malignant disease proliferates. The medical profession is just learning to modulate the internal environment by developing interventions to counteract resistant clones, growth factor stimulation, and angiogenesis. As more is learned in these areas it is likely that it will be possible to enhance the neoadjuvant effect, with a consequent shift toward more positive outcomes.
Radiation Oncology
It is refreshing and unusual to find a radiation oncologist-a group frequently regarded as technologyfocused-considering a program for fatigue that goes beyond simply assessing anemia and prescribing erythropoetin. It is especially interesting to find an oncologist adding Traditional Chinese Medicine (TCM) treatments to a fatigue program. Dr Sagar is a student of TCM, and has recently published a book on the subject of integrating TCM into integrative cancer care. 3 We heartily agree with his concerns about exercise and stress on the skeleton. Qigong and other exercise systems that have minimal impact on the skeleton are particularly suited to patients with bone metastases. Dr Sagar also points out that there are no clinical data at this time indicating interference between radiation therapy and oral antioxidant supplements. In spite of theoretical concerns recently raised, to date the preponderance of the existing evidence supports the use of antioxidants with both radiation and chemotherapy. Certainly more research should be undertaken to better resolve this important clinical issue.
Bristol Cancer Help Centre
Dr Miller's contribution focuses on emotional and spiritual issues and lifestyle factors that are in keeping with good integrative care. Her point about the value of giving the patient the opportunity to be truly heard by her physician is a good one. One of the casualties of managed care is the lack of time for direct physician-
